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Abbreviations and Acronyms

AIDS Acquired immunodeficiency syndrome
AEM AIDS Epidemic Model

ALHIV Adolescents living with HIV

AP Andhra Pradesh

APL Association of People Living with HIV/AIDS
ARP Asia Regional Program

ART Antiretroviral therapy

ARV Antiretroviral drug

ASAP Accelerate and Scale the Asia Program
CAA Community action approach

CBART Community -based ART

CBO Community -based organizations

CBS Casebased surveillance

CDC Centers for Disease Control and Prevention
CHAS Centerfor HIV and AIDS (LaoPDR)
CLHIV Children living with HIV

COP Country Operational Plan

CQl Continuous quality improvement

CSO Civil society organization

DBS Dried/dry blood spot

DHIS District health information software
DNO Diagnosis network optimization

DOD Department of Defense

DQA Data quality assessment

DSD Direct service delivery

DSDM Differentiated servicedelivery models
DTG Dolutegravir

EHCMS Electronic HIV case management system
EMR Electronic medical record

EPOA Enhanced Peer Outreach Approach
EQA External quality assurance

FSW Female sex workers

FY Fiscal year

GF The Global Fund

GOK Government of Kazakhstan

GOKR Government of the Kyrgyz Republic
GOL Government ofLaoPDR

GOl Government of India/Indonesia

GON Government of Nepal

HFR High -frequency reporting

HIV Human immunodeficiency virus
HIVCAM HIV Complementary and Alternative Medicine
HIVST HIV Self-testing

HRH Human Resources for Health

HSS HIV sentinel surveillance

HTS HIV testing services

IBBS Integrated Bio-Behavioral Survey

IP Implementing partner

IPV Intimate partner violence

KP Keypopulations

KPLHS Key population-led health services
LAM lipoarabinomannan assay

LAOPHA Laos Positive Health Association
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LTFU Loss/lost to follow up

MAT Medication -assisted therapy/methadoneassisted therapy
M&E Monitoring and evaluation

MCH Maternal and Child Health

MER Monitoring, Evaluation, and Research

MH Maharashtra

MMD Multi -month dispensing

MMS Multi -month scripting

MMT Methadone Maintenance Therapy

MoH Ministry of Health

MPR Minimum Program Requirement

MRS Medical recordsystems

MSM Men who have sex with men

MSW Male sex workers

N/A Not available/not applicable

NAP National AIDS Program

NASA National AIDS Spending Assessment

NCLE National Center of Laboratory and Epidemiology
NCD National Capital District (Papua New Guinea)
NCHADS Cambodia National Center for HIV/AIDS, Dermatology, and STDs
ND Non-disaggregated

NDoH National Department of Health (Papua New Guinea)
NGO Nongovernmental organization

NHSO National Health Security Office

OGAC Office of the Global AIDS Coordinator

ou Operating unit

ovC Orphans and vulnerable children

PARCU PEPFAR Asia Region Coordination Unit
PEPFAR 51 EOAA 30A0AO 0OAOEAAT 060 %wi AOCAT AU 01 A
PHO Provincial Health Office

PITC Provider Initiated Testing and Counseling
PLHIV People living with HIV

PMTCT Prevention of mother-to-child transmission

PNG Papua New Guinea

PoART PEPFAROversight Accountability Response Team
POC Point of care

PP Priority populations

PR Principal recipient

PrepP Pre-exposure prophylaxis

PSC Personal Services Contractor

PSE Population size estimate

PSF Patient Satisfaction Feedback (Cambodia)

PSM Procurement and supply management

PWID People who inject drugs

QA/QI/Q M | Quality assurance/improvement/management
QMS Quality management system

RAC Republican AIDS Center (Tajikistan)

RGC Royal Government of Cambodia

ROP Regional Operational Plan

sDART Same day ART

SDS Strategic Direction Summary

Sl Strategicinformation

SID Sustainability Index Dashboard

SNS Social Network Strategies

SNU Sub-national unit
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SOP Standard operating procedure

SR Sub recipient

SRE Surveillance, Surveys, Research and Evaluation
STI Sexually transmitted infection

TA Technical assistance

TAT Turnaroundtimes

B Tuberculosis

TG Transgender

TGM Transgender women

TLD tenofovir/lamivudine/dolutegravir

TLE tenofovir/lamivudine/efavirenz

TPT Tuberculosis preventive treatment

TRG Technical resource group

TWG Technical working group

u=uU Undetectable = untransmittable

uUIC Unique identifier code

UNAIDS United Nations Agency for AIDS

UNICEF 51 EOAA . AOET 10O #EEI AOAT 60 &0O1 A
us United States (of America)

USAID United States Agency for InternationalDevelopment
USDH US Direct Hire

UsSG United States Government

VL Viral load

VLC Viral Load Coverage

VLS Viral Load Suppression

VLSM Viral Load Management System

WB World Bank

WHO World Health Organization
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1.0 ®al Statement

The ROP20vision for the 12countries that form th e PEPFAR Asia Region PrograrfARP)? Burma, Cambodia,
India, Indonesia, Kazakhstan, Kyrgyz Republic, La®®DR, Nepal, Papua New GuineaPhilippines, Tajikistan, and
Thailand? isto continu e coaleséng as aunified region to maximize impact and promote efficienciesto advance
and sustan epidemic control, with special attention to key populations (KP), people living with HIV ( PLHIV),
and those at risk within their networks. The ARP will continue to advocate for theadvancanent of national
progress toward epidemic control. Using datadriven approaches, county teams will continue to investin the
highest burden areas, and scale up differentiated service delivery models for KP with fidelity; work with
governments to increase domestic financing for HIV services; strengthen policy frameworkssystems and
technical capacity for evidencebased programming; and improve theHIV clinical cascade.

The PEPFAR Asia Region Coordination Unit (PARCU), witlguidance from the Advisory Council®, will translate
best practices quicklyand efficiently into programmatic impact . Field teams will enhance regional connectivity
efforts by sharing expertise across the region through the facilitation of technical exchanges among countries
sharing effective approachesand best practicesto KP programming--such as preexposure prophylaxis (PrEP),
index and selftesting, harm reduction programming, gender-affirming service delivery, differentiated service
delivery models, reducing stigma and discrimination, improving data use, and initiating community -based
monitoring.

By strengthening partnerships with host governments, multilateral organizations, and civil society organizations
(CSOs) all countries will accelerate implementationofthe 7 1 O1 A ( AAT OE WaQ Ahdlicied@OET T 6
PEPFAR minmum program requirements (MPRs)to reach epidemic control. In addition, countries will focus on

the specific Asia Region PEPFAR ROP20 technical directives as described below.

Tier 1: Sustain the Gains

Six countries --Burma, Cambodia, Kyrgyz Republic, Nepal, Tajikistan , and Thailand --are ator near
epidemic controland 90-90-90 or are expected to be by the end of ROP19. In ROP20, they will focus on
closing the remaining gaps, sustaining epidemic control, distilling lessons learned, and taking on
leadershiprolesinthe region. Three of the 6 countries--Cambodia, Nepal , and Thaila nd--will receive
Ambition Funds to accelerate efforts even further to reach 9595-95. Cambodia will expand the Chhouk Sar clinic
model of delivering KP-friendly services. Nepal will focus on targeted testing strategies and increase its focus on
PreP, treatment initiation and retention , and viral load (VL) suppression. Thailand will sustain its investments in
GeneXpert machines in4 KPLHS sites in3high-burden provinces by maximizing the functionality for KP -
centered VL coverage and suppression to achieve thimird 95.

Burma, currently at 88-87-68, will accelerate efforts by aggressively scaling up comprehensive HIV prevention
and treatment strategies in5 catchment areas and expandingv/L access to achieve 100% coverage and 95%%
suppression nationally. In addition, Burma will scaleup PrEP among men who have sex with men MSM),
transgender (TG), and people who inject drugs (PWID) in Yangon, Mandalay, and Kachin. Close coordination
with the United Nations Agency for AIDS (UNAIDS), the Global Fund to Fight AIDS, Tuberculosis, and Malaria
(GF) principal recipients (PR)/sub recipients (SR9, and civil society, and leveraging the significant government
HIV program investments will establish a comprehensive and sustainable HIV response.

1The Advisory Council represents the voice of the country teams to the PARCU, promoting regional cooperation, compliance withthe
annual ROP, and sharing of lessons; facilitates communication and activities across th&lcountries of the Asia Region and provides input
on key decisions that impact the region. The Philippines will be invited to name a representative to this structure in ROP20.



Cambodia, already at epidemic control at85-99-82, will work with the national HIV program, using a
multifaceted approach to ensure program sustainability. Casebased surveillance CBS will be fully developed to
track patients and detect outbreaks.Recency will beused in conjunction with CBS for public health response,
and micro-targeted pre-exposure prophylaxis PrEP) will be provided for selected high-risk populations.

Kyrgyz Republic, currently at 68-63-91 will implement key client-centered policies andpractices through
aggressive roltout of MPRs, including differentiated service delivery, tenofovir/lamivudine/dolutegravir ( TLD)
transition, 6 -month multi -month dispensing (MMD ) and PrEP, and antiretroviral ( ARV) dispensing strategies-
including community -basedantiretroviral therapy ( ART) in 4 oblasts.PEPFAR will strengthen supply chain
management, focusing on the development of standard operating procedures and forecasting.

Nepal, at 86-77-64 as of the end ofROP19Q1,will improve yields through KP -network testing modalities,
expand PrEP access, continue to strengthen and monitor communitybased ART, and expand/L coverage to
100%. PEPFARunded ROP20activities support the Government of Nepab O A /EZBhighd drdei districts.

Tajikistan, at 62-78-84, will work to identify undiagnosed people living with HIV ( PLHIV), integrate
community -based ART and HIV sektesting into the supply chain to meet 90% ART coverage goals iBPEPFAR
supported areasand expandVL suppression approaches nationallyThey will also introduce PrEP and continue
expansion of recency testingThey will continue to collaborate with GF to strength supply chain systems to
improve quantification and forecasting.

Thailand , which is very close to epidemic control at 97-82-97, will focus on expansion of index and recency

testing, integration of HIV -self testing into current strategies, same-day ART EDART), MMD, and TLD transition

from site-level activities in 13 provinces to national scale. PrEP services will lzecelerated,and KP-led health
OAOOEAAO ET OOEOOOEI T AI EUAA8 , AOAOACET ¢ 4EAEI AT A0 A¢
provide technical expertise and supportfor a public health responsethrough targeted technical assistance (TA)

and technical exchange to increase regional impact.

Tier 2: Accelerate and Achieve

These2 countries? India and Lao PDR--are not yet at epidemiccontrol but will implement strategies in ROP20
to accelerate country progress.

India, currently at 79-82-81 will leverage ROP19 incentive funds tdocus on closing treatment gaps andvL
suppression through aggressive implementation of HIV services, index testing, sDARTand 6-month MMD in 38
districts in 6 states.VL coverage will expand to achieve 80% coverage by ROP19 and 100% coverage in ROP20.
PrEP and community ARV dispensation will be further scaledup.

Lao PDR, currently at 75-75-79, will advance self, index, and recency testing policy and implementation in 3
high-burden areas and address gaps in linkage and retention through enhanced case management, MMD, and
TLD transition. PrEP will be implemented in Vientiane Capital among targeted high-risk MSM.

Tier 3: Maintenance/ Protectthe Investment

Despite substantial PEPFAR and other donor investments, thes@countries--Kazakhstan, Indonesia , and
Papua New Guinea --have experienced historical challenges in achieving UNAIDS 90-90 benchmarks.

Indonesia , at59-34-N/A, will aggressively scale up to achieve 80% ART coverage in Jakarta by 2022

institutionalize MPRs, and expand VL coverage nationally. PEPFAR will continugo sustain and coordinate
engagement with government, multilaterals , and USG agencies to addrss key barriers to HIV services.
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Kazakhstan , at 82-68-78, will continue to provide site-level services in2 geographic areas to maintain those
PLHIV currently on ART, but will begin shifting its strategy from site-level service delivery to abovesite activities
to support sustainability of the HIV epidemic response.PEPFARwill work to address policy-related barriers that
continue to hinder ART initiation and prioritize rapid te st and start, ensure uninterrupted supply of ARVs, and
prioritize social contracting for KP HIV services. Health facilities and community -based organizations CBOS9
will continue to focus on loss to follow up (LTFU) and self-testing, and PEPFAR will work wth the MOH to
develop selftesting and PrEP guidelines and standard operating procedure€SOPS).

Papua New Guinea (PNG) , at 7288-85, will focus on ART patient retention to ensure saturation in the National
Capital District (NCD) in ROP20. TLD transition and commaodities will be closely monitored, and efforts will
continue to expand VL coverage. PEPFAR will also continue to support government efforts for CBS and HIV data
systems so PLHIV can be traced and tracked over the continuunof care. PEPFAR PNGvill continue to support

the National Department of Health (NDoH), Disease Control and Family Health Division, to ensure that PLHIV
who experiencegender-based violence GBV) have access to appropriate services.

New Country Added

Philippines : During the ROP20 planning processthe PEPFAR interagencynade the decision to include the
Philippines in the PEPFAR Asia Region Program, as it is experiencing the fastegtowing HIV epidemic in Asia.
Funding to address the epidemicwasallocated as part of theROP19 ASARPncentive Fund. In ROP2Q PEPFAR
activities in the Philippines will focus on key HIV prevention and treatment service delivery gaps in public and
community sites in Metro Manila, Cebu, and Davao, as well as abovsite work on supply chain, data, and
laboratory systems gaps, policies to furtheMPRs, and sustainability.Since the Philippines is a new addition to
the Asia Region Programijt will be considered separately from the current tier structure.
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2.0 Epidemic, Response, and Program Context

2.1Summary statistics, disease burden ,and regional profile

With acombined population of almost 2 billion, there are an estimated3.7 million people living with HIV
(PLHIV) across the Ilcountries--ranging from 8,500in Kyrgyz Republic to 2,140,000 in India . Individual

country host government results are presented inTable 2.1.1 in Appendix. ARPcountries are characterized as

mature epidemics with growing epidemics in KP, especiallyMSM, PWID, and female sex workers FSN) and

their clients. Countries demonstratevaried progress towardUNAIDS 95-95-95 goals. While some countries have

reached or naarly reached epidemic control (Cambodia, Thailand ), othersare lagging Treatment coverage
amongdiagnosedPLHIV (second95)in Indonesia at 34%, andKyrgyz Republic at 63%, highlight ongoing

weaknesses in the health systems and the lack of available access for key populatio@ountry specific epident

figures are available ilAppendix 1

Table 2.1.2 g5-95-95 cascade: HIV diagnosis, treatment and viral suppression
Enidemiolosic Data HIV Treatment and Viral HIV Testing and Linkage to ART
P Ch Suppression ‘Within the Last Year
Total HIV Estimated Diagnos
c PoP. | Prevalenc | Total | PLHIV | OnarT | ART iral | Testedfor | 45y, | Initiated
ountry Size . . ) Covera | Suppress HIV . . on ART
Esti e PLHIV diagno (#) 0y . ; w Positive "
timate o " N ge (%) ion (%) #) " #)
#) (%) #) sed (#) #)
Burma 54:3'::‘:&5 .57 240,000 2,200 184,624 B7% 68% 355,762 37.767 3018
- 2
Cambodia 13'1?;8’4" 0.6% 72,148 61,229 61,193 oo.5% 82% 453,354 3,958 3,605
India y;c:ézna, o.22% 140,000 1’703“_'3 1,308,700 B2% &% 41, 700,00 101,100 170,443
Indonesia 1?1::56:4 o.33% 640,443 377,564 127,613 33.70% NiA HIFE,5E2 52,638 40,062
Kaz_ _ =an 18'5?5’56 oa7% 30,887 25,508 17,007 68% 8% 3,060,100 3,644 2,877
Total b5+ j
populati Kyrgy=
on Republic 6,389,500 oa3% 8500 3,703 3,667 3% o 41,7 fa5 63
(15+)
Lao FDR 7.8 567 0.2% 12,510 9,700 7.299 7550 7o% 84,576 1,387 1199
Nepal 19'03'_':15 o.14% 20044 23137 18,628 7756 647 2374006 2208 2411
FNG 8,88g,786 o.84% 51,075 36,470 32,008 87.8% 84.5% 175,075 5.010 4,700
Tall.lllflsfm 5,126,500 0.14% 12,000 7737 6,272 78% B4% 1,06z,508 1,136 1,021
15+
- 68,541,772 O I _n
Thailand - 0,655 467,587 454,436 373101 Ba% o7 1,143 800 28,30 27,712
Burma 14,5:5,90 - g,500 - - Ba% = - - LIt
Cambodia - - 2,000 2,553 2548 oo.8% 62% - = 101
Populati India 40-:::00-::.:! 5% 1,000 54000 54271 oB7% - - - -
on <15 - = .
years Indonesia jcl,?::l,c:n _ 8 i _ i N/A 0,358 L4323 1,083
Kazakhstan - - - - - - - - - -
Republic
Lac FDR 2,336,164 o.c2% 363 422 288 65% 70% 50 45 49
Nepal - - 1206 - 1200 100 - 5450 14 -
ENG 3,155,732 - 304 1544 1,247 B% - - = -
Tapkistan - - - - - - - - - -
Thailand 426,014 o.02% 2.442 3.240 2105 o oz% 18,834 151 75
Men 13- Burma 4,821,000 o.76% 140,000 - - - - - - ‘i?’_‘g
B (=15}
2AYEEE T Cambodia - - 1,534 2,270 2,266 oo.8% Ba%a - - 407
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Table z.1.2 g5-95-95 cascade: HIV diagnosis, treatment and viral suppression

Epldemiclogic Dana

HIV Treatmiemnt amd Yiral

SUPPTEsS e

HIV Testing and Linkage v ART
Within the Lasi Year

Twtal
HIv Estimated ) g mins
PFap. y ART Viral Tested for g Initiared
[ . Prevalens Total PLHITY Lin Ak ed HIY
ounlry Mz Covera Suppress HIIY n o AR
¢ FLHIY dj.1il||_|:| LS ] o e . Posiiive .,
Estimate e P - #He L) e ) 1El N LE]
Fat {5 8] st {#) : (&)
India 4 541, 601, O
F - . TR [ale o 1, 20080, R Hqu,027 Tz, 7504 %
[ =15} [xn]
Indoniesia 22,8450 o8, 339 WA 14,350 5022 5. 7k
a
Kazakhsian L0 L. ot g 153 L5l {201 Hi'* Hay 1281 124
S0, =450 R LMD 1 125 I Q™ 4 el
Lao LR T30, TH A1 S jig po il [ S 7. 534 (Lo | a7
Memal 0.1 {17241
E P afniy I3 1547 M Al
Taiikistan M i1 5 T =AM 1 Hio'* My 51
Thailand 4, 2l [l S 13,515 v, el q, 207 ] T T 5,001 7 4,317
Pasrmna 13 rcL00
) a
Cambodia 30,457 35,430 35,377 aipEte Hitia 1,787
India Canvhined with stads ahove
ThiRT.q y
Indoniesia 1: El MNiA OOZ4I7 ¥7,aq0h 1y
Men Kazakhsitan | §.no0,300 o394 0,130 Lo gt i3 8% 3,351 i 1]
15 Kyrgye
I:;,, F:-L-IE!EI:I L574.700 034 Sefiin 3253 1,833 el HE 435 ps
Lac PR L7534 0. %0 hisol .57 LATd 20 Helly TLHNG sl 1.305
Mepal i, 32 1k 38 LS
PG 003, ol i 4 13750 I,:452 H3%
Tajikistan 08 Son 0. %0 H_gno 4,280 3,115 fici ) Hale [0} 537
Thailand 20.301,55 n84% 18,310 235,501 11, 20 Hi% [V 05740 15,538 LpHsg
[l ]
Haarmna oL, CRHD 0.0 T . !
[ A
L hadia [ie| 1, i LHHE o i M ]
i 4 541, CalM1, g o ey i
Wamen [} - My A =0, il 13, M= TH
1514 i,
S Indeniesia R 231, 88 MiA M, g 1,65 3,210
1 a
Kazakhsian 1,153, 550 115 SATH FT 2iuf My il 12 [
i, 1= GRIEL THE (TET} 1%L Hal b 3 L5
s CLE 177 §52 2 i (W T el 134 [fati]
0.1 7L
Ha3 ST 31 3,080 TS 135"
Tajikistan His 3no =AM 22l 208 i ! o) o
Thailand j2lvs, Sl M g07 18,435 rl i1 't airE 14 e T
farma i3, 147,00
) a
Cambodia Ll vl 2. B} gl i = e Lol
India Canvhined with stads ahove
TELgE, 0
Indeniesia ! 'nﬂ EETIETRE MNiA 2,373 00 07 a0, 707
Women Kazakhsian 5. 781, 40 . ML ] 70 73 Hale LiZg 1
154 Kyrgye
ars H-L-Im.nul':lr: i, Byl ca 8 s 1 740 3,307 1,577 1% e ] 151
Lan PR LA s5A ) s_alls L5 3 Mg i ] Bl sl =LY il
Menal WL H7307 axs
PHG LAVTLIED LiA0d 17 17212 e
Tajikisian 2,02, 100 ATy 1, 801 ERIETH 2.0650 Hi Hey, 415 Jigai
n5HT, ) ) .
Thailand 3 "'1' o g i TR0 1.2 BSTHTA #gth 1oy o o .35 7,1
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Table 2.1.2 g5-95-95 cascade: HIV diagnosis, treatment and viral suppression

Epldembnlagic Daa

HIV Treatmiemt and YViral

HIV Testing and Linkage v ART

Suppression Within the Lasi Year
Tiwial
HIY Estimated ) Diagmos
Pap. - ART Viral Tested for B Initiated
. Prevalens Tostal PLHIY i AR ed HIY
Couniry Size ., Cover Suppress HIIY o AR
: ¢ PLHIY dj,1il||_|:| LE=Y] s R o Positive .,
Estimare P R S Bl BinIR | v 12 . LE)
sy {%u] 18] sl 2] : e
1L .
Bz AQE R L 517 4,545 3, 70
Laqig
Lk idia B (e 1 145 11. 2 M4 170
§. 3" - .
India 15 7 AVCRT 15, %51 g7 M1 L] g3 fiil
Indoriesia 1] 154 Lit 5 ] ti. 51" NaA LS 5.0l
Hazakhsian {32, R0 [ERETRT] L. CRC Hi 5 ot 23
3 Bt
[[ETa T (BT 1AM 20 130 i [ e %7 1 ]
Lao FIVR I RTn ] 1L HE
Mepal AT EEEY i =8 it
E'RaL
Laiikisian L K t I = Palir i LAV 14 1L
Thailand Lo Cali i 11131 L. 20l 25,470 [[EXN]EN] 7" o7 fl5. B d.is3
o'k
Rarma il Ty - 8 Hga H1,TED 137
M, 1 f2ms] i B TEL 37T
Cambadia JLA0 12% 3z 5050 77 i
12 -
India A aoo - 1y 13, 10301 0,2%% o5 h3g gl H1y H1y
4 3003
Indonesia 220,70 Thigh riskl [ (high risk) 7 M 3 3l 2% KA 2, M0 2,812 fizn
11 .4l
{hovu risk} {hovw risk}
FaW Kazakhsian 15_gno L e 13 g 279 T 5 5y 2 177
AT -
R-le.lul':hi 7, B} 200 (=1 Hi 1 B Ho'e x5 i 4
Lao PR o805 124
Menal oo [£1] 330 1TLAD 158
PHNG
Taiikistan TP SAH 2 i i L] Siki Hiv'te Ha'ts 15. 7540 Hz T
Thailand 1004100 LB
Haarmna i, Ol F-5 11, E12 17,095 13,004
L2yl
Lamedia ] 1o ] 5.1 I il % i
India 77, Caliid L S3% T ET 0% Hi 2% Lils S3an it [Tl ]
Pl
Indoriesia tid40l iy .4 13% 1S 2.5 it A, A5 rals s
Kazakhsian 240, S0 e 4,2 L5 ST g3 ) 5731 175 [==A]
25,0 ks 3 LTI il 2T Ho' i 0l i
Lao FLE k>l 122
Mepal bl el Bl LTz i
PR
Tajikistan 23 300 N e 27 1,4 1,84 izt M W0, 7T 13X ¥7
Thailand 25400
Cambaodia Tl 3,04 i 2o TRl il il
India Tis:
i 5. L5 A0 = F ¥ 124 0" 40 AWM Z Z
FU3.C0M1 i 5.250 104 3244 145 [QAH Eq 1§
Indonesia Tis:
::..-:l-ll':. e EHu.::I.H ERE ] 3033 i, by TH Moy MNiA 15 [ F ] M7
) TG:
LA
Mepal
- MSW )
8,287 733
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Enidemboloic Data HIV Treatment amd Yiral HIV Testing and Linkage v ART
P g Suppression Within the Last Year
Tatal
HIv Estimaied , Diagmos
c Paop. Prevalemnc Total PLHIV (ki ART I.'I.RT . Yiral Tested Ffor od HIV Initkated
DUEmLFY Size & FLHIV dlag.rm i) Covera !:upwr_-—_:: HIV Pasitive o ART
Eﬂ::';am oot i sed (#1 ge (Tl e %) 18] ¥ (&)
Clienes of
FSW: bA ) 2528 ° - S . R T 4740 c
Migranis:
‘r-'u : Gt . 5045 . : 553 435 .
TS
. 3z Hoo
Thailand
o S . . . . . ) . . .
18, 800

Burma: 0w national estimates by AEM; Maticnal Stravegic Plan on HIV and ALDS (2021-2025); zoeg preliminary national resalis.

Combodia: Total mewly indtiated on ART derived from mational BOHADS ART Report. Age/'sex breakdown for <15, 1524, and 15+ were ohiained
by calculating the fine age/sex distribution from the National ART database; Key population testing, positives identified and initiated on ART
data hased off prevention database.

Tl LSALDS Data Hub 2007, Matienal A1D%S Contral Organization (zoe8g). Annual Repart; UNALIDS Data Hub 2oe7; Mational ALDS Contral
Organdzation {2m7). Sankalak: Status of Rational AIDS Besponse; Integrated Bio Behavioural Sarvey (1BES) xoig-a5; HIV Estimates Repont 2o07
Maote: ART coverage among T shows more than e due to the methodology of estimating TG on ART and the TG PLHIY diagnosed.
Triangulation with program data sl be undenaken to reconcile this saturation.

Indonesia: Indomnesia Bureaw of Statistics, MOH. Quanedy Report December 20ig; pmt PSE; VL load data iz not disaggregated by age/sex;
#aTotal represents Men 15-24 years and Men 254+ years; ##Total represents Waomen 1524 years and 'Waomsen 254 years; Mo national data for VL
testing and suppressian.

Karakhstan: Mational Statistics Agency, As of |an o, zoeg; EHCMS; UNAILDS for 1BES and PSE

Kyrgyz Republic: Mational Statistics Agency, As of |an o, zoeg; EHCMS; 1BES RAC Report 2o,

Lo PIOR: Mo sowrces Nered

Nepal: Mational HIV estimates 2m&, National Bouwtine Program Bepaort, 2o,

PRG: Spectrum Fsiimations, HIY Patient Datahase (HPDE) and HIV Sarveillance Database.

Tajikistan: Mational Statistics Agency, As of |an oa, zoeg; EHUCME; PSE zoel; [BRS, 2008

Thatlerd: AIDS Epidemic Model (AEM, April zoeg) and Mational AIDS Program Beport {MAP, October zomg, HEY tested, HIV, positive and ART
indtiation im vear 2magl ard ARY dispensing from GO, Al newly initiated ART included price diagnosed in past years and neswly positive
diagnnsts in vear 2o0g who initlated ART in 200,

Figure 2.13 displays the combined national and PEPFAR trend for individuals currently on treatment
throughout the Asia Region (please seeountry specificfigure 2.13in Appendix J).

Sources & Notes

National and PEPFAR Trend for Individuals Currently on Treatment, Asia Region

2,500,000
2,000,000
1,500,000
1,000,000

500,000

2015 2016 2017 2018 2019

e==TX _Curr_National TX_CURR PEPFAR-supported SNUs

Note: Data for Cambodiaand Nepalonly representnational data (no PEPFAR sitelevel work in country in Cambodia and Nepal just
started reporting PEPFAR data in 20)9PEPFAR data for Indonesia only represenBKl| Jakarta.

Figure 2.1.4Trend of New Infectionsand All -Cause Mortality Among PLHIV, Asia Region
(please see country specifitgures 2.14 in Appendix 1)
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Trend of New Infections and Allause Mortality Among PLHIV, Asia Region
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2.2 NewActivitiesand Areas of Focus for ROP20, Including Focus on Client Retention

The following section describesnew activities and focus ontreatment program growth and retention of all
clients over time (TX_CURR over time), and in relation to treatment initiation (TX_NEW) , program loss
(TX_ML), and program return to treatment (TX_RTT).

Tier 1: Sustain the Gains

Burma, Cambodia, Kyrgyz Repub lic, Nepal , Tajikistan, and Thailand PEPFAReams will work
aggressively to achieveand sustainUNAIDS 95-95-95goalg among KP groups in priority locations, closing
the remaining gaps towards epidemic control. Country teams will continue to support high -impact
interventions targeting gaps in the prevention and treatment cascadeswhile alsoreaching into high-risk
networks to ensure appropriate prevention, testing, and treatment measures are in place tachieve VL
suppression.All countries will scale up best practices including client -centered approaches impémenting
and expanding MMD, TLD transition, and TPT. Community involvement in HIV services will be
strengthened using KP peer navigators inBurma ; nurses and community-based workers inKyrgyz Republic
and Tajikista nto support adherenceand improve retentio n; community volunteers and community ARV
dispensing in Cambodia ; and strengthening PLHIV peer navigators andcommunity monitoring in Nepal.
The Kyrgyz Republic will add social network testing strategies for PWID to expandachieved from index
testing. Consolidating gains in continuous quality improvement ( CQI) approaches with laboratory, services,
and program data will continue, with creation and expansionof monitoring and evaluation (M&E)
dashboards and improved performance metrics and systemsfor better patient monitoring to reduce program
lossand return patients to treatment in Burma and Thailand .

Tier 2: Accelerate and Achieve

In Lao PDR and India , the PEPFAR teamwill accelerate country-level goals andeffective programs.
Activities will focus onthe highest burden and prevalence geographies. Both countries will increase efforts for
case finding of hard-to-reach KPs and improve client experience and treatment outcomes to increase
retention rates and reduce loss to follow up (LTFU). Working in concert with host governments and
stakeholders such asGF, WHO, UNAIDS, civil society,India and Lao PDR will scaleup quality, client -
centered treatment options to impact adherence andretention, which comprise facility and community -
based strategies for service deliveryincluding MMD and TLD transition.

21n ROP19, accelerate countries aimed to achieve 990-90 by end of FY20. In ROP20 they will continue to saturate ¢ reach 9595-95.
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Tier 3: Maintenance/Protectthe Investment;

In Indonesia, Kazakhstan, and PapuaNew Guinea ,PEPFAR teams will focus on activities that support
PLHIV currently on ART while continuing to support policies and practices to ensure ART beneficiaries
achieve and maintainVVL suppression, with phasedtransition to a data-informed, sustainable government-
and civil society-led response TA will be provided to Kazakhstan , agovernment that financesthe majority
of its HIV health investments, to support social health contracting. Each country will focus on influencing the
political climate to address policies and programming that ensure that the most atrisk populations are
reached with the most effective prevention and treatment interventions. In Indonesia and Papua New
Guinea , PEPFAReamswill focus onacceleratingART coverage in Jakartaand Port Moresby, respectively,
and providing comprehensive, HIV/AIDS prevention, care, and treatment services atall PEPFAR sites-while
assistingthe MOH in its roll out of the PEPFARMPRS including a full transition to TLD. Centralto this focus
will be timely review of data at site level to effectively monitor the cascade to address patient LTFU and
retention issues.In Indonesia , the team will work to improve data quality and useat service deliverysites
and strengthen partnerships with civil society to improve client retention and monitor program performance.
Kazakhstan will work to address policy-related barriers that continue to impede initiation on treatment and
to prioritize rapid te st and start. The team will also focus on the SUPPORT4HEALTH nursded activities to
support adherence and retention, which will result in increased VL suppression. Kazakhstan will continueto
address the shortage of ARVs through supply chain activities ath TA to access TLD atlower price.

In the Philippines , the interagency program will build on the existing USG global health platforms focused
on key HIV prevention and treatment service delivery gaps in public and community sites as well aabove-
site work on supply chain systems gaps, policies, and sustainability. Implementing partners will work above
site on laboratory, viral load, data systems, and analysis and support of service delivery in other highurden
regions outside of Luzon, including Regions 6 and 11, where Cebu and Davao are located. The program will
support above-site activities focusing on treatment quality improvement/quality assurance and will expand
military capacity to respond to HIV. Additional information on the current status of the MPRs for the
Philippines is included in Appendix D.

2.3Investment Profile

Investment data for the region has many gapsThe most complete data exist forclinical care, treatment, and
support, with all countries reporting. Among the 1JARPcountries, host government contribution to the HIV
responsein this program area exceeds/0% in India, Indonesia, Kazakhstan , andThailand . For Burma,
Cambodia, Kyrgyz Republic, Nepal and PNG, GFwas the largestfunding sourcé] O/ O EARIO 1 1T x AA
PEPFARwas the largest forTajikistan . Private sector resources make up the remaining source of funds for
most countries, including the Elton John Foundation, AIDS Healthcare Foundation,and others. Of note,

given that these are concentrated epidemics, PEPFAR and GF combiné&shds support many of the HIV

testing services HTS), priority prevention, and key population activities.

Table 2.3.1 Annual Investment Profile by Program Area

Table 2.3.1 Annual Investment Profile by Program Area
Program Area Country l'oeal Expenditure % PEPFAR W LF % Huost Y Dther
LCountry
Burma 36,008,324 3 54'% o'k 50
Camboadia $12,375,0m8 1M 54'% 40% cx
S5, 00,000
Indlia (Mot disaggregated by 3t oo L
Clinical care, Program Area)
treasment and Indonesia s, 817, 2q2 4.3 za.a'%h 7364
support
Karakhstan Kip,060, 267 1.5% 6% g5.0%
Kyrgy= §2,001, 646 L' fy'ha 3.1 5 0%
Republic
Lao PIME §afun,Biq2 47% - 33
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HTS La: POE
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Hurma Sl i 1
Camnbodia
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Kazakhstan 11,373 i
Eyrgyx
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Mepal
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Tajikistan 487 oy 53-5% s
Thailand s2m,583, 728 g5t PRE. ) ot LEFLY
22,872,304 23 1 0t
51,400,050 g 33 3 370
Ir A
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Kyrgym
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Surveillance
Lan POR
Mepal S508_y13 1% D 1t
Pala S7y.587 a7.8% 72.2%
Tajikistan 473,778 .3 25050 SHN
Thailand [FEAEY. T .24 10 B0 S mgrte
Huerma 834, 754,15 i Hothy
Carnbaodia S S, Qaly 2ot [ 53% e
Indnngsia LobiG, 533 ]
Kazakhstan 2, 7, e .3t 52 Hys
Eyrgyz
H55% Repu hlic 534,030 5.0 IE 2% = E
Lae POR $5,21,00% % i 2%
Mepal 2, 8, gy 7% 24 3%
Pt £5,370,403 an 7 3ot 15455 22 0%
Tajikistan 3,05, 180 TR 1] [ R L Ly 7% 4%
Thiailard 515,551,607 ] 1507 Mg [n)
Oither Thailand® sl g7 Hag FEE L a0 gs2ats 0.33%
Al
Tasal Couniries 51,0044 8y, 20h
Sources: GREP, Mational ALDS Spending Assessment, 2oa2 all amounts in 2oz LSO
™OTE: Percentages cannot be prosvided in total since not all countries have full breakout of program data.
Burma: PEPFAR FY200g Expenditere Report and Funding land scape analysis for GF concept note
Combodia: zowg expenditure report; GF: 2m 5/ GAC resource alignment vood; Other: Bational AIDS Spending Assessment [NASA) 2017; Host
Country: MASA zoe7, adjusiments for 2oeg inclede ARV increased rom 831,200 to sesmillion and s743000 10 HEY sentine] surveillance {HSS) for
additional HEH support
Indin: India has no disaggregated program area data available; iotals are included in the Regional Total. The GOl budget indudes a boan from the
WIE
Indonesia: zoeh MASA, in consubtation with UNAIDS; GF confirmation from country teamyg PEPFAR 2mig Expendiiure Reporting
Kyrgyz Republic: Mational AIDS Cemter consolidated expenditure repon zosd with updated numbers for zom.
Loo PDR: Consolidated expenditure repornt 2mf
Nepal: Rational ALIDS Spending Assessment [MASA} 20162007, all ameunts in S0, This is the latest NASA and next round of MASA s planned for
A0 0= B0 ZL
PNG: FEPFAR 2oeg ER, DFAT HIY Spending Data and KDOH 2oug STHHIV Rnanciad Repors.
Thailand: Others include: Gender pragram, program for children & adodescents, sacial protection and community mobilization; Exchangs rate:
33-0 THEUSE, Warld Bank 2my: hittp:/ 'widi. wordbankorg table g6 Mational AIDS Expenditurs Report souf-zory, updated by of Juby 2m8

Table 2.3.2 Annual Procurement Profile for Key Commodities in Asia Region

As above, annual procurement datafor the region alsohas many gapsARVs continue to be a main cost driver
for HIV spending in the region. GF supports procurement of many categories of commodities across the
region, and several countries Burma, Cambodia, Kyrgyz Republic, LaoPDR, Nepal, PNG, and

Tajikistan ) are heavily reliant upon their contribution . Host government contribution to ARV procurement
exceeds80% in Indonesia, Kazakhstan ,andThailan d. For Cambodia, K yrgyz Republic, Lao PDR,

Nepal, PNG, and Tajikistan , GFprocures over 50% of ARVSPEPFAR contributesmore than 25% of rapid
test kits in Thai land and 100% of lab reagents in Kazakhstaull transition to TLD will reduce total

expenditure in each country.
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Tahle 2.3.2 Annual Procurement Profile for Key Commuodities®

h:”.:::I:::“ Country lotal Expenditure | % PEPFAR % Gl :::I'I_'I:";_ % Other
Burma g2, 7o isH Trp] [ ¥
Cambusdia £, 775000 THN 22
Inclia® Unknoswn )
S0 Ltk
I oresia 40,835 28z o'l 8ot
Farakhstan a5 (R ORI MR
ARV - — - -
Kyrgye Hepublic S, 40300 5. 3H
Lao FLOE 010,074 o'l 1ot o' ('
el ST 3450 1ot
P LT R T ] 1.2 s5B.8% e
Tajikistan [ {ip e KL 1ot
Thiasland [T e T .42t o i i
Burma §186,723 - 16
Cambuodia $1, 528,687 - 1ot
Imscdin Unknoswn - 101
Indonesia 0,154,194 - - T ]
Kaxakhstan £157, 000 - - ]
R test kits - -
Kyrgyz Hepubdic shEy 0 e 203 8% 3.4
Lao FLOE Sifs5,3g2 14 B o' ('3
"'\ll.'[ru.| &3 onn 377 - 1ot
Tajikisran §270,705 - 1ot
Thailand 86,00, 778 26.5% 1-36% e oy .
Burma 81,540,366 10
Cambuodia LML 75T 101
Imdonesia Unknoswn R
Kazakhstan £142,000 ]
Lither drags kyrgye Hepubdic 84,074 MO
Lao FLOE o380 o'l 1ot o' ('
el 37,382 rath G5
Tajikistan s 505 447 i3
Thiasland g2 12718 13,150 W Bs
Burma g0, 787 - 1ot
Cambuodia S0, 05 - 1ot
Indonesia Unknoswn - - HEVH
Kaxakhstan 14, 78,000 1 - g
Lab reagents Kyrgyz Hepubdic = = =
Lan FLE - - -
PMLa §a,288z2 - 16
Tajikisran L4047 = 11
Thailand 147,121,700 WEL - P
Burma ST, 246 Ga'y 1H'N
Cambusdia Ll e 15 1ot
) Imdia Unknoswn 101
Condoms
Imdonesia Unknoswn 101
Karakhstan T b I T T HEH
Eyraye Hepubdic L iy ¥ 1.1
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Lao FLIK - - -
Thailand 1,0fy, sy - .45 Bi.55%
Burma i W = 100
Cambiodia §3 157 600 T g7
Indonesia 1,700, D00 - ' gt
VL Karakhstan £i50) tu101 - - 'k
commodities Kyragye Bepublic $547, 02 £ - winciiHs
Lao DK = = =
PHis i7,900,000 154 42 43'H
Tajikistan 428 4% 157 e -
Burma S0, 000 - - e
Imdonesia Unknown - - L]
Karakhstan §as, Gl - 10
MAT -
Eyrgye Hepubdic Bafig, 003 - iR
Lao FLIK - - -
Thailand FgHa o - - sy
Burma
. 8z, 727487 = 1001
{Health Equip.)
Cambuosdia $263, 864 1ot -
Oither Inecdiia Unknown = 100
commodities Indonesia Linknown - - st
Kazaklistan L3, 000 2% - 8%
Tapikistan 33,85 o' 10 o' o'
Thailand s78 776 - 1
Total All Countries $331857,851 - -
Sources & Mobes:
Mote: Percentage totals cannot be provided since data are incomplete for all commuodities/countries
India® Expectation is that GO is procuring s of ARV, and GF is procuing the remaining sa% per previous armangements_ GF
i% by expected to procure wah of test kits, condoms, and other commodities, but proportion and total expendimres are
unpublished; toral expendinure for India is 8500 million, inclusive of dee program areas in Tabbe 2.3.0.
Lao POR: consolidated expenditure repore zoB, it was reported that govermment of Laso PDE procures so% of ARV drogs, condons
and test kits in 2o, but expenditure report is not yet available.
Nepal: Mational A1DS Spending Assesment (NASA) 2096-2007, all anwunts in US0C This is the lages HASA and nest round of
MASA is planned For 2000-202.
Other commodities inclade: Kazakhstan--self-testing kits and other BTEs: Tajikisgan--recency assuys, self-test kits, other RTEs;
India--LA sesays, recency, cryprocnccal antigen.
ol o5 . g ; i FAST

The annual U.S. Government USG) non-PEPFARfunded investments andintegration is presented by
country in Table 2.3.3 locatedin Appendix 1

2.4 National Sustainability Profile ~ Update

The following countries conducted Sustainability Index Dashboards SIDs) in the Fall of 2019Burma,

Cambodia, India, Indonesia, Kazakhstan,Lao PDR, PNG, and Thailand .

Burma:) T 3) $ai Yyh f Al Al AT OO :noROA A&l &l AT DO AA OBO BEABA &
In light of the 13SID elements withOAT AOCET ¢ Odh®OFRE, PEPAARI BEnOanil address critical
gaps-finding missing cases, improving linkages and retention and achievingthe third 90--by leveraging KR

led outreach interventions, establishing community-led monitoring, strengthening supply chains for HIV
commodities to deliver 6 months for MMD and TLD, and access VL testing services with scale and fidelity.

Cambodia continuesto demonstrate the sustainability of its programs. Planning and coordination scores
have been among thehighest for all 3SIDsbecause ofstrong partner coordination and sub-national unit
accountability . The technical and allocative efficiencies element has been consistently highCommodity
security and supply chain, service delivery, resourcenobilization, civil society , and private sector
engagement scores were low. In ROP2®EPFARwill continue to support domestic resource mobilization . GF
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and PEPFAR will use funds that previously supported commaodities to buildthe capacity ofcivil society
organizations (CSO9 to provide services to KPs.

India continues to make progress toward greater sustainabilitytrending towards higher scores in each
domain since 2017. Strengths included improvements in private sector engagement, human resources for
heath (HRH), quality management, and domestic resource mobilization. Areas of focus continue to be on
commodity security, supply chain, and data for decision making.

Indonesia identified 3main sustainability vulnerabilities —planning and coordination, service delivery, and
HRH> while commodity security and supply chain experienced a decreased score. In ROP20, PEPFAR
Indonesia will support national efforts to increase treatment coverageand to support GF and the MoH in the
national roll out of TLD, supporting national planning, procurement and quantification efforts to ensure that
TLD is available for all treatment naive patients in PEPFAR and GF sites.

In Kazakhstan , private sector engagenent and human resources for health, whichwere vulnerabilities in
2017, improved in 2019n ROP20,national health reform efforts will permit shifts to allow more space for the
private sector to deliver HIV/AIDS services.There are noticeable reductions n the level of stigma and
discrimination against KP by health care workers. The MoH made an investment case for increasing the HIV
services diagnosis and treatment provided through the Mandatory Health Insurance Fund.

In Lao PDR, PEPFAR and UNAIDS ceconvened the 2019 SID workshop with participation ofthe Center for
HIV and AIDS and sexually-transmitted infections ( STI) (CHAS), the National Center of Laboratory and
Epidemiology (NCLE), World Health Organization ( WHO ), World Bank (WB), GF, PEPFARLaosPositive
Health Association (LAOPHA), Association of People Living with HIV/AIDS (APL), and other key

to provide capacity building for scaling up VL testing and rolling out HIV external quality assurance EQA),
including the expansion of differentiated care (MMS, transition to TLD, Test and Start, and PrEP forKPs).

PNG continues to show progress in planning and coordination, market openness, policy and governance,
public access to information, quality management, epidemiological and health data, and performance data.
Civil society and private sector engagement and data for decisibmaking ecosystem remain as vulnerabilities
from previous SIDS. Unfortunately, severe government shortfalls in income have drastically reduced the
National Department of Health (NDoH) budget, which has been compounded by expenses incurred during
the hosting of the 2018 Asia Pacific Economic Cooperation event. In ROP20, PNG will partner with the GF to
improve health systems in support of the cascade. With the GF, the team plans to address critical gaps Wi
coverage barriers such as specimen transport andTFU.

ForThailand h T £ Ya A1 Al AT 0O A O A ith pridabe/séctorengagenett And UAIGOOAET
management scoredA O O A | .FagsBfifuther improvement include: effectiveness of planning and
coordination, CSO patrticipation, National Health Security Office (NHSO) timely support of local CSOs,
institutionalized HRH, gquality management at provincial level, accurate population size estimates, VL results,
and HIV-related mortality data.

2.5Alignmentof PEPFAR investments geographically to disease burden

In all 11ARP countries, PEPFAR investments araligned to the disease burden geographically. Please reféo
figures 2.5.1in Appendix 1, which presents maps by country program.

In Burma , townships are categorized into high and low priority based on the population size estimates (PSE)
HIV prevalence among KPs and other priority populations (PPs) andother quality factors influencing the
size and risk behaviors With this geographic township prioritization criteria, out of 330 townships, 167 are
classified as high priority areasand 90% ofFSW, 80% ofMSM, and 89% ofPWID are located there. Among
high priority townships, 113 (8%) are in the 5 high-burden states/regions(Yangon, Mandalay, Kachin, Shan
[North] and Sagaing where PEPFARNvests.
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In Cambodia , PEPFARsupported provinces (Phnom Penh, Battambang, Banteay Meanchewnd Siem Reap)
account for more than 60% of PLHIV in the country. PEPFAR has provided technical and managerial support
to the National HIV/AIDS, Dermatology, and STD Center (NCHADS),MOH , to implement high -quality HIV
servicesfor PLHIV. HIV prevalence anmong MSM is 6.1% in Phnom Penh and 6.9% in Siem Reap. The
prevalence among TG is 14% in Phnom Penh and 16.4% in Siem Réi&BS, 2019)PEPFAR has worked with
NCHADS and partners to implement PrEP in the4 high-burden provinces. The lessons learned from
PERFAR-supported provinces have been used to roll outGFsupported activities in other provinces; for
example, micro-targeted PrER which started among the PEPFARsupported provinces, will be expanded to 7
more PrEP sites in 2020 with financial support from GF.

In India, HIV prevalence is concentrated among key and vulnerable populations, and PEPFARII develop
and implement life -savinginterventions in the 38 most populous districts of 5 states with the highest HIV
burden, prevalence, or HIV incidence, focused on prevention among KPs and treatment, retention andviral
load suppression(VLS)among all PLHIV. The current districts are in Maharashtra (MH), Andhra Pradesh
(AP), andthe North East (NE) states of Mizoram, Manipur, and Nagaland. In the latter half of ROP2019, with
incentive funds, PEPFAR India was able to expand to Telangana state and an additional 10 districts in AP.

In Indonesia , HIV prevalence is concentrated amongkey affected populations. PEPFAR prioritizes in DKI

Jakarta an estimated 16.6% (106,194/640,443) of the national estimated number of PLHIV. For ROP20,

YT AT T AGEAR AO A OPOI OAAOGETI ¢ OEA ET OAOOI AT O Al ir. O0OU
With incentive funds (ASAP), Indonesia aims to have 39,030 PLHIV on ART for DKI Jakarta.

In Kazakhstan , the 2 sub-national units (SNUg PEPFAR supports account for 20%f PLHIV PSEin
Kazakhstan. These SNUs also include a significant number d&#fWID. The current PEPFARsupported
program implements targeted KP-focused activities in these2 SNUs (Pavlodar and East KazakhstanKey
areas of focus for ROP20 in these SNUs &continued push for improved case finding, rapid ART initiation,
and intensive support for ART adherence amount KP populations.

In the Kyrgyz Republic ,the HIV burden is concentrated in 4 SNUs where PEPFAR worksvhich account for
81% of all PLHIV. The current PEPFARSupported program implements targeted KR-focusedactivities in
these 4 SNUs (Bishkek, Chui oblast, Osh cityand Osh oblast). PEPFAR case finding contributed to half of the
new HIV cases found in FY19. Due toobust PEPFAR advocacythe country acknowledges successful PEPAR
models that resulted in inclu ding the entire HIV cascade and resultsbased financing inthe new GF
application to replicate nationally. Chui oblast will require the greatest assistanceacross the HIV cascade.

Lao PDR will provide support to 7 sites in 5 provinces, including 5 sites in the 3 highest burden provinces,
accounting for 68% of all PLHIV and 61% of HI\VA MSM/TG. In addition, PEPFAR will also support 2 sites in
the North, along the China-Laos high speed train project data from the International Migration O rganization
indicate that these sitesmay experience an increasé HIV infection s.

In ROP20, PEPFARepal will support 19 existing districts with a full package of HIV prevention, care,
treatment, and VL testing services. In addition, the program will provide TA to an additional 16 districts, or 35
districts total , through direct service delivery (DSD) or TA-SDI. Additionally, the program will focus on
reducing LTFU and increasing retention across the cascade as part of efforts to accelerate the number of
PLHIV in treatment.

In PNG, PEPFAR supports 1 SNUNCD), which accounts for 13% of PLHIV in PNG ad over 16% of PLHIV on
ART in country. This is the highest burden province in PNG and has the highest HIV prevalence amongst KP
groups of all 3cities included in the 2017 IBBSKey activities in this SNU will focus onoperationalizing safe
index testing, improving retention through enhanced outreach approaches, MMD anddifferentiated service
delivery models (DSDMs), and expandng VL testing on/near point of care (POC) platforms. PEPFAR
anticipates achieving saturation in the NCD in ROP20, allowing for successful strategies to be adopted by the
GF and the national program for similar success in other highburden SNUs around the country.

In Tajikistan , the HIV burden is concentrated in 4 out of 5 SNUs PEPFAR works in DushanbeDistricts of
Republican Subordination, and Sughd SNUs that account for 69% of the total estimated number of PLHIV
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and for 63% of the total estimated number of KPs in the country, including PWID, SWs, and MSM. he
current PEPFARsupported program implements targeted KP-focused activities in these3 oblasts In ROP19,
with PEPFAR support, the number of PLHIV receiving treatment increased by 28% in PEPFARIpported
SNUs and furtherclosed the gaps towards the 9090-90. Dushanbe SNU will require the greatest amount of
work, as this SNU has the highest estimated number of PLHIV and highest number of LTFU as well as those
who had been diagnosed with HIV but never were linked to care.

Thailand has a concentrated HIV epidemc among MSM, comprising approximately 47.8% of total new HIV
infections (SPECTRUM AEM 2019). In coordination with RTG and GERREPFAR continues to focus its
investment in 13 (ofatotal 77) highest-burden provinces, in which 54.7% of all new HI\tinfections occur, and
where 55.3%o0f new MSM and TG infections will occur. Projected ART coverage in FY2020 indicasehe
following PEPFAR categorizations: 2 of the 13 provinces are attained, 5 are sustained, and 6 are sugle
Targeted interventions include PrEP expansion among mostat-risk MSM and TG in 12 provincesincreased
focus on Online20ffline case finding, linkage to SDART, ensuring access to VL testingind suppression,and
improved retention and data quality.

2.6 Sakeholder Engagement

Country Level: Across thelkountries in the ARP, the development of ROP20 was a participatory process
which included consultation with all the key stakeholders of the HIV national response. Collaboration with
community groups, CSOs, and clients/service users helped stakeholders diagnose and pinpoint persistent
problems, challenges, and barriers with service uptlke and client outcomes at the site level BetweenJanuary
and February 202Qeach country held events attendedby a range of key stakeholdersincluding MOH, CSOs,
GF, UNAIDS, WHO, WB, and the private sector. The teams reviewed progress, activities, and
complementarity across all development partners.PEPFAR teams discussed idetail the development of
ROP20 plans, to ensure alignment and inclusive planning, and to obtain preliminary commitments of others
to ambitious PEPFAR targets and goalsAcrossthereCET T h A A A& rond éndalgemeéntodrdinued,and
team receivedbroad-based support and inputon key factors affecting the long-term sustainability of the
national program.

Regional Level :In January 2020 PEPFAR RPalsohosted a separate stakeholdemeeting that brought
together CSOs, UNAIDS, andGFto discussthe unique needsacross theregion. Areasdiscussed included:(1)
the ongoing challengesin delivering dynamic programs with limited funding and staffing footprint; (2) the
different stage each country is at inaddressing the epidemicand sharing lessons learned across the regign
and (3) how the USGcould partner more deliberately with civil society, government structures, and
multilateral agencies to address needsThe eventwas co-hosted by UNAIDS, and a significant amount of
time was given to strengthening partnerships with regional civil society networks. In addition, CSO
representatives from each country actively participated at the meeting, and these representatives will
continue to play a key role, including scalingup CSOled community -based monitoring of the HIV response.

Global Fund and UNAIDS : PEPFARcountry teams are fullyengaged in completing the next round of GF
applications. Additional coordination is occurring with UNAIDS at the country level, as well asregionally,
including joint planning between GF and PEPFAR to ensure complementarity and avoid duplication of
activities. PEPFAR GF, and UNAID Shave united around the data and a common understanding of key
population epidemics and the interventions to control them . Together, the3entities have a shared
assessment of the current regional HIV situation and trendsand areprioritizing recommendations for action.
Also, they arepartnering to monitor progress, leveraging their comparative advantageand when needed,
expressing joint concernsfor course correction. Equally important, PEPFAR, UNAIDS and the GF have
agreed to conveysimilar messaging to government policy and decision-makers.
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3.0 Geographic and Population Prioritization

Across the 10 countries with sitelevel activities, PEPFAR will support 12SNUs, of which 6 areGittainedd 5arecale up
to saturation d 11 9areGggressive scale up and 12 aré€3ustaineddCambodia provides central support only to 25 SNUs
With Telangana andthe 10 new districts in AP under ROP 19 ASARdia will support 38 districts; of these, 4 are
(attainedq 2areGcaleup to saturation g and Rare@ggressive scale up.

Table 3.1 Current Status of ART saturation by Country

Tahle 3.0 Coarrent Status of ART saturation
Prioritization Ared Country Tuostal PLHIV /™ of all # Current on ART # of S3MNLU ROPg # of ML ROP2o
PLHIY tor ROP20 | FY ) FY 20 [FYza}

Incliis 11, 20 771044 Fi 4

Attained Thailand wbfy, BB abs, oo "™ 5] a
India 27,575 L gEl a 2

Scale-up Saturation PAG fugiz 4280 5] L
Thailand 28,954 2z 855" 5] 2

Hurma MIA® Byrh 38 Eri)
India 4,657 o1, 45 7 32

H}:.'};ﬁrﬁc Badn =m 4 4

Seale-up Aggressive Lae PR B.ab7 B.f7o o -
M epal Adp 044 1,018t 15] 15

l'ajikistan B,254 1579 3 3

Thailand 7, 4l T4 450" F 4

Ineomesia 1616, 16514 14, GH6" 5 5

Kustaine:d Kazakhstan fizry 2415p a F]
Thailand 555418 =4 375" 5] 5

Central Support Cambodia 72,148 51,1053 as s
Tastal 1, o, ey aB1 106 (= X] iy

*No Township (prioritized SNU) level data are available.
**Includes national contribution.
*2 SNUs that only provide HTS services are excluded

The current status of ART saturation, by countryand SNU(Eigure B.1)lis presented in Appendix B.
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4.0 Client-CenteredProgram Activities for Epidemic Control

4.1Finding the missing and getting them on treatment

All 11countries will focus on differentiated case finding strategies for KPs, primarily throughthe scale up of
index partner testing and their partners, accompanied by social network strategiegSNS)with immediate
ART initiation facilitated by peer navigators, community workers, case managers, nurses, andthers--
depending on country and local context. With a focus on provider training in intimate partner violence (IPV)
screening, the 5 Cqconsent, confidentiality, counseling, correct test results, and connections to care,
treatment and prevention services), adverse event nonitoring, and ethics (respect for client rights, informed
consent, and do no harm),PEPFAR programs are working to establish monitoring approaches to ensure
consent procedures and confidentiality are protected, and assessment ofPV is incorporated into the testing
modalities. Monitoring systemswill be strengthened through improvements and integration of M&E systems
including developing One national HIV information system with unique identifier codes (UIC) (Nepal),
tracking linkage to care (Burma ), integrating index testing performance indicators into the updated version
of the national HIV information system, and promoting the systematic use of unique identification codes for
continuous quality improvement and responsive course correction throughout the program period
(Indonesia ). The military program in Indonesia will continue to increase the number of military health
facilities providing treatment and predominantly focus on scaling up VL coverage.Where client elicitation
has been challenging among KP (MSM, FSW, and TG women), PEPFARIia will increase training for social
network models/ enhanced peer outreach approach EPOA)-focused strategiesPEPFAR will scale up asisted
self-testing and virtual outreach for clients seeking anonymity.

All countries are meeting with partners regularly and taking advantage of newly-implemented mechanisms
such as highfrequency reporting (HFR). For example,Kyrgyz Republic established weekly/monthly targets
with implementing partners (IPs) to accelerate activities. PEPFARndonesia will meet with IPs on a weekly
basis to ensure alignment with PEPFAR program strategy and to promote a continual quality improvement
focus. USAID IPswill report on key clinical cascade indicators on a weekly basisin Kazakhstan , this has
helped facilitate ongoing, open dialogue between PEPFAR and partners on site level performance, allowing
for any issues that arise to be easily identified and addressed in a timely mannem Lao PDR, sites were
trained in the use of the standard reports forself-monitoring in real time , as well as use oHIV
Complementary and Alternative Medicine/District health information software ( HIVCAM/DHIS ) data and
output for program improvement. A standard coaching form will be developed, and coaching will be
conducted at sites with poor performance; in addition, regular technical meeting with IPs and MoH will be
conducted. In Nepal, the partner sel-monitors performance daily. The partner has a real time, online DHIS2
based data recording and reporting system that dbws them to closely track performance.

Innovative, evidence-based solutions are at the forefront ofPEPFARAsia Region programming.Thailand is
expanding innovative, web-based respondentdriven sampling for HIV prevalence and incidence surveillance
among MSM, transgender women (TGW), and non-venue sex workers SW). PEPFARnNdonesia is usinga
micro -epidemic control approach for casefinding and treatment support efforts in networks with the highest
viral burden to optimize the impact of all available resources.Cambodia is working to respond quickly to
potential HIV outbreaks to get needed prevention and treatment services to people who need them and
prevent transmission. Cutting -edge HIV prevention technologies and strategies will allow NCHADS to help
local public health officials identify where HIV prevention and treatment services are most urgently needed.
Real-time response systems are key to ending the HIV epidemic ilCambodia . Not all areas have the
resources to identify, investigate, and respond to potential HIV outbreaks.PEPFAR will increase the capacity
of the national program to track, monitor, and respond locally. Finally, PEPFARCambodiawill support the
national program to assess and address gaps in staffing, expertise, and data management systems that
prevent provinces and local areas from being able to fully investigate and respond to increases in HIV
transmission and outbreaks-and to take HIV prevention and treatment resources to where they are needed
quickly.

Countries at or close to epidemic control (Burma, Nepal ) will continue or shift in ROP20 to targeted case
finding using index and SNSfor the remaining concentrated HIV -positive peoplein close social network
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groups. Thailand and Cambodia will enhance index and SNS activities with recency testinglhailand and
Nepal will use online reach to offline testing at convenient and client-friendly service facilities. PEPFAR
Thailand will move forward with a client -focused transition plan with a shift to above-site support for sites
with high performance. PEPFARThailand will incorporate recency testinginto the national public response
systemand will continue to build capacity of public sector and community -based workers inmonitoring and
evaluation (M&E) and quality improvement ( Ql) using site-level data.Starting in July 2019Kazakhstan
introduced self-testing through an Elton John Foundation grant to MSM in all regions that will continue in
2020.In October 2019 PEPFARstarted self-testing in its SNUsand will continue this activity in 2021

Countries initiating self-testing in ROP19Cambodia, Kazakhstan, Kyrgyz Republic, Nepal, Tajikistan,
Thailand ) will scale up implementation and examine distribution of HIV self-testing (HIVST) through more
convenient channels, e.g, online and in pharmacies.Cambodia conducted a pilot project on HIVST from
December2018to Sepember2019. PEPFAR is working with the national program to update the national
guidelinesto include HIVST and advocatefor GF to procuretest kit sin ROP19 and support national
implementation in ROP20. Linkage strategies for selftesting will be especially important for implementation
in ROP20, and 7 countries have proposed ROP20 targets ranging fromi16 inndia to 6,000 in Nepal. In
Burma , national HIV testing service (HTS) guidelines will be amended to incorporate selftesting, and
PEPFAR will lead a demonstration of HIV seHtesting. Thailand plans to start selftesting through pharmacy
distribution in May 2020, immediately afterreceipt of final country ethical committee approval. In ROP20,
PEPFAR will continueparticipant recruitment, conduct data analysis, and provide results to the MOPH for
implementation of HIVST through the pharmacy model.

In Indonesia , PEPFAR supports the host country gogrnment to improve the quality of TB screening and
diagnostic evaluation for HIV patients through improved TB Preventive Treatment (TPT) commodity
forecasting and drug procurement. PEPFAR and USAID TBesources will promote collaborative TPT
forecasting between HIV and TB programs. PEPFAR will work to ensure all PLHIV have accessto TPTin
Jakarta.TPT for PLHIV is a national policy in India since 2017 and ismplemented by the National HIV and
TB programwith 64% coverage across the countryPEPFAR supports improved implementation of TPT.

For case finding among PWID, specifically, Kyrgyz Republic and Tajikistan will strengthen coordination
between AIDS Centers and MAT centers forimproved PWID retention; accelerate implementation of ce
located MAT-ART; and implement a social network testing strategy among PWID to complement case
finding gains from index testing. Kyrgyz Republic will also enhance work in prisons (e.g., Chui) with high
numbers of PWID.

Gaps in testing coverageand linkage to carewill continue to be addressed through policy changesin ROP19
in Kazakhstan , policy shifts resulted in reducing the wait time for ART initiation from 204 days (2017) to 19
days (2019). MOH standards were introduced to support earlieART initiation, mandating that this occur
within 14 days of diagnosisin Lao PDR, PEPFAR has syported the development of anindex testing manual
and SOPRs, with national-level training, and policy shifts have allowed for the transition of HIVCAM to DHIS2
to improve tracking of PLHIV across the cascadeln ROP2Q in Tajikistan , PEPFAR will work with the host
government, Republican AIDSCenter, and key stakeholders to update the national HV testing algorithm to
implement a more rapid confirmation testing process to get PLHIV on ART.In Burma, national HTS
guidelines will be amended to incorporate selftesting, and PEPFAR will lead a demonstration of HIV self
testing.

All countries plan to meet MPR to increase linkage to treatment to > 95% andDART. New strategies for
linkage include community sensitization on undetectable=untransmittable (U=U) to help find undiagnosed
individuals and link them to treatment (Tajikistan ), and facility performance-based incentives strategically
utilized to systematize optimal linkages (Indonesia ). Forimmediate ART, Kyrgyz Republic will ensure
rapid ART initiation, including sDART, via on/off-site clinical mentoring, and QI activities. ART distribution
through NGOs/CSOswill be initiated to improve treatment initiation and retention. Nepal will i mplement
community -based ART (CBART) services.
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4.2 Retaining clients on treatment and ensuring viral suppression

All ARP countries are moving toward full access toVL coverage as well as ensuring 90%L suppression and
95% retention.

In FY 201920, PEPFARBurma, Kyrgyz Republic , Nepal, Tajikistan,and Thailand conducted data quality
assessmerd (DQA) to validate the documentation practices of health facilities and their management of
patients receiving ART. The PEPFAR teams worked with their counterparts and adjusted programs as a result
of the findings, especially to improve retention and LTFU, and are currently in the process of improving data
guality as part of CQland related program activities (e.g., efforts to improve retention) at PEPFAR and at
national sites.

Gapsidentified in Q:Q3 PEPFAROversight Accountability Response Tean(PoART) calls andagency sel
assessments were used tiprove program performance in ROP191ndonesia took the feedback from the
Q3 PoART and is continuing to work on ART acceleratonPEPFARKazakhstan is providing supply chain
management TA tothe government to ensurean uninterrupted ARV supply and assist inincreasingaacessto
lower-cost TLD/DTG, DTG transition, and 6-MMD transition for KP. Thailand is working on improve case
profiling of individuals who are unsuppressed and intensify index testing and referrals of network members
to treatment.

ART retention is a key issuén the region. Nepal has identified men as failing to enrollin treatment, and
overall LTFU is 12% nationallyln PEPFAR districtsthe majority of LTFU were men and women below 35
years and the majority of deaths were men and women above 35 yeartn Lao PDR, the cumulative LTFU
from 20032019 is 21%%3% were maleincluding MSM/TG . MSM/TG were responsible for 11.6% of the total
LTFU, and 65% of those 20-29 years oldwere LTFU. Burma has identified PWID and FSW as more likely to
be LTFU.In India , LTFU occursamong age groups20-44 years both men and women, and in the Northeast,
India islosing young IDU and adolescents Virtual outreach has helpedfollow and reduce LTFUfor MSM
and TG women The Kyrgyz Republic ,Kazakhstan ,and Tajikistan have identified the majority (67% , 62%
and60%q T A& , 4 &5 x haed andlDD waddhdadte main factors ofLTFUin Kazakhstan and
Kyrgyz Republic . After an intensive chart review 0f20,882PLHIV at 12 ART clinics in Phnom Penh,
Cambodia determined that 9.6% were LTFU and 12.7% of eligible patients did not have a Viest. Of those
LTFU, 92% were non-KP; 4% were MSM, 3% were $V, and 1% were TGT o date, Cambodia has placed 559
back on treatment and 2,652 have been given a VL tesin Thailand , the percentage of LTFU among PLHIV
was 3.8% and 2.5% after 12 and 24 morgbf ART, respectively, and the LTFU among MSM was 3.0% and
1.9% after 12 and 2#honth s of ART, respectively. LTFU did not differ significantly across all agesand genders

Acrossthe ARP, at PEPFARsupported sites, countries will: (1) implement same-day ART initiation; (2) utilize
peer educators, navigators, health care workersand case managers to assist and track PLHIV through the
clinical cascade; (3) scale up DSD, MMD, TLD, and TPT; (4) set up appointment reminders to clients (via
SMS messages and phone calls); and (5) track defaulters through phone calls, home visits, and social
networks to increase retention and ensure viral suppressionBurma is implementing several interventions to
improve retention, including scaling 6MMD and DSD through mobile services and celocating ART with
MMT. Burma is also working to reform the legal environment and advocate to the government for more
patient-centered care, including U=U and for community adherence groupsPEPFARThailand will expand
peer navigator support for KP clients for treatment and promote retention and viral suppression through case
management, enhanced counseling, MMD and flexible scheduling for ART follow up, immediate missed
appointment tracing community and PLHIV netw orks, and U=U message promotion. Index testing will also
be used to reengage patients back to treatmentIn Indonesia , monthly LTFU and missed appointment lists
AOA OEAOAA xEOE 1 AI AAOO T £ ZAAEI EOEAO AT A tAprdvileOT EO
navigation support. To enhance ART retentionPEPFARIndonesia will implement robust tracking of missed
appointment and LTFU ART clients; intensified site-level clinical mentoring; and re-engagement of LTFU and
missed appointment ART clients through formal partnerships of facility - and community -based
implementers at site level.

Site-level activities are supported by recent policy changes. &licy changein Burma is helping to achieve the
roll-out of 6-MMD and 100%VL coverage nationally with 95%VL suppression rates Cambodia has adopted
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all MPR, and anew decentralization policy (adopted in December 2019assigns the management function of
the provincial health departments, health operational districts, hospitals, and health centers to the provincial
administration --allowing for a more rapid response to HIV servicesKyrgyz Republic and Tajikistan
adopted the MPRsand implementation of the Test and Treat strategy, TPT scaleup, DSD models, and the
MMD roll -out for stable patients.In Nepal, the public procurement policy is currently focused on enacting a
multi -year procurement plan for HIV commodities. In India , the Transgender Persons Bill passedin 2019
increasing the number of PLHIV linked to and retained on ART, andimproving VL testing among the TG
community. In Indonesia , the July 2019 MOH circular (Surat Edaran No. HK. PR.01.05/I/ 1822/2019 31 July
2019 Acceleration of ART in 20192020 establishes aggressive districlevel ART targets and provdes clear
guidance for rapid ART implementation; reemphasizes the critical role that CSOs, patient advocacy groups
and PLHIV/KP associations play in ART retention efforts; highlights the systematic practice of MMD for
stable PLHIV; and establishes paramtrs for VL testing scale up. In December 2019, the Jakanmovincial
health office issued a provincial circular letter for ART acceleration to reinforce the MOH national directive.
The Government of Kazakhstan (GoK) has made significant improvements in imely ARV procurement. In
FY19all ARVs, with the exception of dolutegravir, arrived in the country in February, earlier than in prior
years.In 2019,PNG updated the national guidelines to adopt TLD and DSD, including MMD . TLD rollout is
progressing rapidly in NCD and the program is expected to transition all clients before F\2021Point of Care
VL testing was adopted in the national strategy and GFsupported procurement of VL machines.

Peer educators, navigators, cliebpatients, and health care workers will continue to play critical roles in
regular follow up, making sure that clients are supported and are retained in care through previsit
appointment reminders through calls, SMS messages, and home visits to ensure ARadherence, retention in
care, and timely VL testing. Countries will re-engage PLHIV whoare currently LTFU through treatment
strategies such as theCambodian Community Action Approach (CAA), and improve health information
systems to enable tracking of irdividual -level data by age band across the testing and treatment cascade
(Indonesia, Nepal ).

To provide continued access ARVSs, facilities will work closely with the governments to innovate and scale
quality, client -centered treatment options, including assisted navigation for neverregistered PLHIV
identified in community -based case finding efforts [hdonesia ); decentralized ART initiation (India, Lao
PDR, Nepal, PNG); ARV delivery at primary and community health care centers and integrated counseling
and testing sites (ndia, Kazakhstan ); flexible-hour clinics for testing and ART services Kazakhstan,

PNG); and fast-track pharmacy lanes Burma ). For enhanced ART retention among PWID, specifically,
Kyrgyz Republic will accelerate implementation of co-located MAT-ART for improved PWID ART retention
andexpandthecol | AAOAA ET OACOAOAA AAOA AATEOAOU OUOGOAIT | (
Community -led solutions in India include community ART refill groups in remote locations to increase
adherence, family-centered models for ART pick up, ART at police hospitals, urban health clinics, tribal
hospitals, and prisons, with key linkages between facility and community.

Access toVL testing and subsequent viral suppession will be improved through diagnostic network
optimization activities, demand creation with U=U messaging, and enhanced adherence counseling.
PEPFARsupported sites will conduct community -led monitoring and assisted navigationaided by CSOs, and
timely receipt of results will be emphasized through U=U messaging and/L alerts (Burma, India, Lao PDR,
PNG, Thailand ). For those who are not virally suppressed, robust adherence counseling and enhanced
support strategies will be provided according to the WHO and national guidelines (Burma ). PEPFAR will
track VL results to ensure timely delivery and recording of results for all PLHIV on ART in all PEPFAR
supported sites. InBurma , PEPFAR will continue support for sample transportation for clients at PEPFAR
sites.In India , VL testing coverage is being increased throughiried blood spot (DBS and a hub-spoke
model, as well as update of tests through lakclinical interface.

4.3 Prevention, specifically detailing programs for priority programming:
a. HIV prevention and risk avoidance for OVC (India)
b. Keypopulations
c. Addressing genderbased violence (GBV) among key populations (PNG)
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HIV prevention and risk avoidance for OVC . Only PEPFARIndia (USAID) receives OVC funding within
the ARP. The OVC program shifted its focus to children of KP in 2017. IROP20, the work will continue to
support OVCs across the continuum of cae, and implementation will occur in all SNUSs, including the
existing 3districts in AP with the targets for OVC included in the Datapack, as well as thelO new districts
under ASAP. However, targets have not been set for the new districts as théirect situational assessments
need to be completed first. ART sites have partnered with OVC IRo facilitate bi -directional referrals; provide
complementary service delivery forchildren/adolescents living with HIV ( C/ALHIV); androutinely address
the psycho-social, economic, and protection needs of children. India will continue to work with children of
KPs and focus on linking all children living with HIV (CLHIV) and adolescents living with HIV (ALHIV) in

the 38 PEPFAR SNUSs to OVC support serviceShe goal of the OVC intervention is to improve the health and
well-being of children of KP, CLHIV, and ALHIV through comprehensive age appropriate, tailored
interventions and linkages to critical health and non-health services and support. This program component
will also focus on building capacity of caregivers.

A comprehensive family case profilingexercise will be undertaken to understand needs of each family that
informed the delivery of services most necessary for the child(ren) as well as the caregiver(s). Based on the
specific needs of children, the IP will link the children with health services, psychosocial support, nutrition,
education and protection support. A special emphasis will be given to CLHIV and ALHIV to ensure ARV
adherence is more than 95%along with 95% viral suppression. The risk assessment of adolescent children of
KPs will be oontinued to identify and manage the significant vulnerabilities and risks related to drug use,
sexual violence, abuseand neglect. Adolescent children between the ages of 118 will be reached and
provided services through Life Skills Education sessionssing evidencebased curricula.

Key Populations: The 1Xountries in Asia Region will continue to tailor and scaleup programs for KPs
specifically targeting MSM, TG, FSW, and PWID, depending on the countryspecific epidemiology. This
includes investments that expand differentiated models of care, further enhancing peer outreach and case
finding. In some countries (India, Kazakhstan, Kyrgyz Republic, Thailand ), governments are directly
financing CSO- and KP-led organizations to provide HIV services as they are close to or within KP
communities and networks. For countries with large PWID populations, this will result in strengthened
linkages with MAT and ART senices Burma, India, Kazakhstan, Kyrgyz Republic , and Tajikistan ). In
ROP19, PEPFABuUrma and Tajikistan supported the drafting of national buprenorphine guidelines.

In COP18, index partner testing in ARP was not a focussonsequently,countries laggedbehind other PEPFAR
country programs. After 2 PEPFARsupported regional index partner trainings in 2019, PEPFAR country staff,
MOH, and IPs initiated activities. In ROP19-20, country teams will work to reach deeper into KP networks
through proven social network strategies,which include traditional o utreach and online approaches (ndia,
Nepal) and selftesting. Many countries have adopted index client family and partner testing in the national
guidelines (India, PNG 2019, and scaleup of partner notification and index testing (using the 5Cs) will also
be central to work in Asia with aggressive scalaip and saturation of PEPFARsupported SNUs(India ). Self
testing will be used in conjunction with targeted index testing and will be scaled up inLao PDR and Nepal.
Ongoing community case management suppor across the cascade will also be a focus. All countries will work
to reduce the barriers to treatment initiation to ensure that 95% of KP who test positive are linkedto ART.

Recency activities to support identification of recent infections and areas andpopulations with ongoing
transmission are in progress and will be scaled up across the region. I@ambodia , the national program and
Centers for Disease Control and Prevention CDC) ethical review have approved the recency testing protocol
and workplan; as a result, rapid implementation has begun, with expansion planned in ROP20Lao PDR will
introduce use of the recency assay ifr Y2020 andmplement at ART sites in ROP20.Thailand will also scale
up recency activities to cover highvolume hospitals within 13 PEPFARsupported SNUs in ROP20Kyrgyz
Republic and Tajikistan will support the scale up of self-testing and initiate recency testing in ROP19/20. In
ROP2019, 30% afewly-diagnosedpatientsin Tajik istan had advanced diseased (stage®& 4). PEPFAR
Tajikistan expects to see a decline in this number with the combination of the implementation of recency
testing and rapid initiation of treatment in the newly diagnosedin ROP20.

PrEP scale up continues to progress across the regio@ambodia ambitio n fundswill support the Chhouk
Sar clinic model to become a true social enterpriséo deliver KP-friendly services, including PrEP. The model
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will be expanded to other major urban areas.Nepal plans to scale up PrEP nationallyhrough ambition

funds, and Burma will focus on introducing PrEP for the highest risk populations at PEPFARsupported sites

in Yangonand Kachin and expand into Mandalay. In addition, utilizing KPIF, PEPFARBurma will work

closely with KP-led and CSO groups to increae PrEP demandscaleup PrEP, AT A AOOAAI EOE " OO
clinic and a base for national advocacy and policy generation. National PrEP SOPs and DHi&tracker for

PrEP cohorts are in place inBurma to monitor progress. Thailand will continue PrEP implementation at 78

sites in 30 provinces (as of 2019, the national health insurance includd¥EPservices as a reimbursable

expense) and monitor PrEP coverage nationally. Inao PDR, PrEP will be implemented as a demonstration

model in Vientiane Capital among MSM at highest risk for HIV. In India , the launch of PrEP is planned for

the summer of 2020, and national guidelines have been prepared.

Gender -based Violence (GBV): GBV remains a major barrier to health services irPNG. Approximately two-
thirds of women reported having experienced GBV in their lifetime, and 41%45% of FSW and MSM/TG,
respectively, reported sexual violence in the past 12 months (Kelldanku et al, 2017). Exposure to GBV,
particularly IPV, fuels lower ART use, decreases ART adherencand significantly lowers the rates of viral
suppression.In response, thePEPFARPNG team will continue to support the National Department of Health
(NDoH), Disease Control and Family Health Division to ensure that PLHIV who experience GBV have access
to appropriate services as it expands to even more sites in ROP20his includes ensuring that HIV/STI
clinical data collection tools for screening for GBV are in place and being used at health facilities. The team
will also ensure, as it scalesup index testing efforts, that services are being implementedsafely, meeting all
the 5Cs.The team will partner with UN Women to advocate for the availability of post/non -clinical care
services in communities.

4.4 Additional country  -specific priorities listed in the planning level letter

The planning level letter provided a number of specific directives for the region for ROP2020, based on
performance in ROP2019 and gaps to meet the minimum program requirements. In addition to the activities
described in this narrative, Table 4.4.1in Appendix 1highlight s additional country -specific priorities.

4.5 Commodities

The availability of commodities and the strength of the supply chain differs by country. Stockouts of HIV
commodities at site level in the various countries do occur on a periodic basisand a number of countries
depend entirely on GF procurement of ARVs and Vlreagents.Kazakhstan , and Thailan d procure their own
ARVs entirely through host government resources, although Kazakhstarcontinues to struggle with full
implementation of Test and Start because o&n inability to procure sufficient quantities of ARVswithin the
government budget. In ROP19 ASAP funding was allocated toPNG to collaborate with GF in an emergency
procurement of ARVs, and Nepal was approved for an emergency procurement of ARVs to addresn
impending stock-out due to COVID-19.In ROP20,Kazakhstan Tajikistan , andKyrgyz Republic will use
PEPFAR funds tgorocure rapid test kits and recency assaysindia will procure recency assaysCambodia will
work with GF to ensure availability of recency assay testkits in ROP20, supportinthe ET OO CT OAOT i A
institutionalization. In addition, PEPFARNepal will procure ARVs for PrEP, RTKs, syphilis tests and drugs,
and VL reagents and suppliesPEPFARIndia alsowill procure cryptococcal antigen testsandurine
lipoarabinomannan assay LAM) kits for early detection of TB in HIV-coinfected patients in PEPFAR districts
for national uptake and scale.Burma , Indonesia, Lao PDR, PNG, and Thailand will not purchase any
commodities in ROP20.

4.6 Collaboration , Integration and Monitoring

a. Strengthening crosstechnical collaborations and implementation across agencies and with external
stakeholders,including the GF and MOH

ARP countries closely collaborate with the MOH as well as GF, WHOWorld Bank, and UNAIDS on HIV
programming to scalePEPFAR minimum program requirements address sustainability risks and provide
technical input to ensure countries are accelerating andsustaining the gains towards 9595-95. Programs
strengthen coordination with these entities through routine engagement at the national and sub-national
levels through HIV working groups and key country meetings with implementing partners, civil society, and
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other stakeholders. In 2019, GF contributed to and provided input to PEPFAR Acceleration country proposals
for India, Indonesia, and PNG, and currently all PEPFAR country programs hae been providing input on
the new 20212023 GFunding requests. PEPFAR and GF work closely on the implementation and
coordination of various strategic activities (i.e., PrEP inBurma , patient retention in India , alignment of MER
indicators in Indonesia ; scale up of comprehensive prevention programs for KP including PrEP, recency
testing and index testing in the Kyrgyz Republic , and PrEP, HIV selitesting, index testing, standard service
package for HIV response, andne national HIV information system in Nepal). In Thailand , DQA and DQI
to improve the national databasewere implemented in collaboration with IPs(government and CSO), and
UNAIDS and UNICEF supported the expansion of DQI activities to norPEPFAR supportedsites. PEPFAR is
also ensuring coordination between NHSO, GF, and PEPFAR in accelerating support to CSAs.Lao PDR
and Nepal , PEPFAR-with GF and other donors--is coordinating to improve case finding and strengthen
health information systems. Additionally, GF and PEPFAR jointly work with the MoH for a greater definition
regarding country contribution to the HIV response.

At the regional level, UNAIDS, GF, and ARP céhosted 2 multilateral meetings during 2019 to strengthen
crosstechnical collaboration: an Indo-Pacific meeting in Bangkok (Sepember2019) and a EuroAsia meeting
in Istanbul (November2019). As part of preROP planning in January 2020, UNAIDS, GF, and PEPFAR-co
hosted a regional civil society stakeholdes meeting to incorporate CSO input into ROP20 country plans.In
ROP2Q PEPFARARP plans to continue engagementvith GF and UNAIDS around country sustainability
roadmaps, community monitoring , and ongoing coordination efforts to benefit country -level programs.

b. Strengthening IP management and monitoring and the implementation of innovative strategies
across the cascade, with fidelity and at scale, to improve impact within shorter time periods

Through regular (weekly, biweekly, monthly) consultations and site visitswith 1Ps, ARPwill ensure granular
management and monitoring of program interventions across the cascade and will facilitate course correction
within shorter time periods. PEPFAR andartners will use dashboards, apps, and other electronic health
information systems to monitor the HIV clinical cascade at national and subnational levels and strengthen
systems, data utilization, and feedback to providers to improve caséinding, track PLHIV, and provide

linkage to facility and community services.

c. Improvingintegration of key health system interventions, including HRH and laboratory (VL) activities
across the cascade

ARP supports improving the integration of the following key health system interventions:

1. Improvement of health information systems (EMRs, CBS) to integrate programmatic and supply chain
data/interventions for patient -centered care

2. Strengthening of HIV and VL diagnostic network laboratory capacity to improve coverage and the
guality of HIV and VL testing.

3. Supply chain strengthening for HIV commodities

4. Technical assistance to host governments to identify and continue financing okey population-led
health service KPLHS) delivery

5. HIV service integration into DHIS -2 and interoperability with community -based systemsHRH
capacity building that advance efforts in epidemic control (index testing training, DQI/DQA) .

d. Improving quality and efficiencies of service delivery through improved models of care delivery across
community and facility sites

Improved and innovative models of care at community and facility sites have improved the quality and
efficiencies of service delivery to KP across the region.

Community models of care include the Community Action Approach in Cambodia to enhance counseling
techniques and review data to improve retention. Burma is implementing a community health support

model in Kachin where trained community prevention workers (such as shopowners) and peer educators are
supported and connect PEPFAR mbile and outreach teams with communities, peers and clients served.
Community -based services (testing, naloxone, syringes, condoms) and community support play a critical role
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in referral of clients and enrollment in care. In India , PEPFAR is supporting coxmunity dispensation of ART
by FSW inAP: community ART refill groups in Mizoram Manipur and Nagaland; utilization of sub -district
urban health centers to deliver ART in remote locations; and community ART for migrant workers in MH.

Facility models of car include the Jakarta SeHAT I initiativein Indonesia , which establishescommunity -
facility Lost and Link response teams for enhanced ART retention at targeted facilitiesOver ROP20, data
from this initiative will be used to strengthen and systematize improved models of care delivery across all
community and facility sites. Lao PDR uses peer supporters at government ART facilitieso strengthen
adherence and retention. Nepal will support online booking of appointments and referrals and SMS
reminders for drug pickups. In the Kyrgyz Republic the facility models of care--such asSUPPORT4HEALTH
and HERE4YOU-in close collaboration with community -level case managementhave improved linkage to
care and ART adherenceln Kazakhstan, Kyrgyz Republic , and Tajikistan , the SUPPORT4HEALTH
project focuses on patients newly initiated or restarted on ART and thosewvith an unsuppressedVL. Nurses
provide structured and systematized home and community visits and phone callsin Thailand , HIV
treatment and care services willbe strengthened through CQI for optimizing voluntary counseling and
testing (VCT)/ provider-initiated testing and counseling (PITC), linkage to SDART, DSD, and coaching.
PEPFAR andts partners will provide training and SOP/guidelines/job aides to update knowledge and
support of key MPRs.Thailand will improve the quality of services bystrengthening the delivery of KP-led
and genderaffirming services.

Across the region, peer case managers at facilities will assigtealth care workers HCWS) in initiation,
retention, and contact tracing. VCT and ART clinics also are an enty point for KP clients referred from
targeted outreach, SNS, and online to offline reach to test andihk to ART. Index testing will be reintroduced
to VCT and ARV clinics after certification. Lastly, recent infections will be used for developing targeted reach
to index partners and high-risk networks.

e. Supporting community -led monitoring of treatment ser vices with minimum quarterly meetings to
review reported observations and recommendations with representatives and follow up as needed

Community monitoring by NGOs and CSOs will add value increase transparency and accountability, and
encourageco-responsibility by communities and facilities over issues discovered and workable solutions
generated PEPFAR countries vary in both the stage of communitymonitoring as well as the type of
community -led monitoring approach. PNG s at the beginning stagesof establishinga consumer network
consultation forum. In Kazakhstan , use of a community score is helping support the provision of client
centered service delivery at all levelsin Lao PDR, PEPFAR will identify ongoing/existing CQI procesesand
community bodies to establish a formalized CBO/community -led monitoring process.In Cambodia ,
community monitoring is being scaled up through the implementation of the OO0 AOEAT O 3 AOEOZAAA
(PSF) system. which will be used as an S&D monitoring platfornfor KP and PLHIV. The PSF will be
integrated into the national CQI and existing service delivery dashboards that are used by quality
improvement teams (Group of Champion) in health care facilities for improving service delivery.Nepal will
strengthen useof online feedback tool and joint monitoring from government, HIV partners , and CSGCs.
Through KPIF, regional KRled networks supporting community monitoring will start in select countries.

f. Ensuring above service delivery activities are mapped to kegarriers and measurable outcomes
related to reaching epidemic control

Across the ARP countries, abovesite service delivery activities are mapped tacountry key barriers and
measurable outcomes related to reaching epidemic control are described (se8ection 5.0for common
barriers across the regionand Table 6 for country-specific barriers [Appendix C]).

Spedcifically forCambodia , which is focusing on sustaining epidemic control, to address ther first barrier
(inefficient quality management systems to improve outcomes for PLHIV and sustaining epidemic control),
PEPFAR Cambodia worked with NCHADS to conductn intensive chart review (CamBlitz) of all PLHIV in
Phnom Penhand incorporate the findings into the national quality improvement program (CQI) . Cambodia
is also implementing sDART, MMD, and TLD. To address thesecondsystem batrrier (lack of efficient data
systems to track PLHIV acros the cascade and respond to new infections)PEPFAR Cambodia is helping
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NCHADS develop and implement aCBSsystem To address the third barrier (insufficient market approaches
for sustainable epidemic control), PEPFAR Cambodids using abusiness model fom a local reproductive
health clinic previously supported by PEPFARo help Chhouk Sar, a KP clinic,generate itsown income.

g. Use of unique identifiers across sites and programs in clinical settings

A number of ARP countries-Kazakhstan, Kyrgyz Republic , Tajikistan , and Thailand --have highly
functioning CBSsystems and use unique identifiers. The AIDS and Narcology services iazakhstan ,
Kyrgyz Republic ,and Tajikistan utilize a national integrated electronic HIV case management system
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biometric data, will be online beginning in April 2020. In Cambodia , PEPFAR is supporting the government
to align and harmonize databases through @timizing the use of existing unique key identifiers for PLHIV
and key populations. The alignment of unique identifiers is part of the CBS roadmap for scale ulREPFAR
Indonesia is currently supporting systematic utilization of ARK 6.0, which records individual clients through
patient ID codes across Jakarta facilities. In ROP20, PEPFAR will asdisé MOH to roll out the SIHA NIK
patient records system which will utilize the National ID number as a unique identifier and ensure that
PLHIV can be supported and tracked across facilities and geographic areas for more personalized, client
centered care.In Burma , using innovative technology that includes iris scanning, UIC was tested at 3
PEPFAR sites and scaled to 11 GF si#asw including a cohort of 61,000 people with a 13.9% HIV+ yield.

PEPFAR is working with national government to develop nationatlevel UIC.

4.7 Targets by population

Table 47.1 ART Targets by Priaritization for Epidemic Control
. . Pl
. N Expected current :ﬁ'mlmmla! Targes L'|.1.rr.|.'||r i||it|.1t:d AKT
Prsonmtizatmsn . - . . patients reguired om ART A )
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ﬁt:dulrl-::-l:l.i.:ll.ln PML; G412 4o (5] 5077 00 [ ]
harlamd 28,354 12 Heg®* FLEY 7,168 TR Bt
Burma® E B,548 - 1,078 a3
Inclia 4 657 b Lt N3, 104D Bofah 2ty
Kyrgy= . . .
Scale-Lp Ru.[:f;.:li-:' 6,686 hE L L iy i
Afgresive Lag PR H467 AL (1E:] G411 gog bra i,
Mepal 23 By 14,771 4330 18, 00 (B i 6%
I'.:u'||ki:-:t.1|| Bacy & pHG w7 T 1200 Hso
Iharlamd w7498 T A a1 116 24,441 3,000 [V el
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“FIncludes national contribution.

Standard Table 4.7.2 is not required as the region has no VMMC investments or targets
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Table 4.7.3Target Populations for Prevention Interventions to Facilitate Epidemic Control

Targets for OVC andlinkages to HIV servicesfor India arein Table 4.7.4for India, attachedin Appendix 1
4.8 Viral Load Optimization

VL coverage has been challenging for the majority of the countries in the regionwith the exception of
Thailand, with a strong laboratory infrastructure and universal health insurance coverage. Some countries
have relatively high coverage andsuppression, but all VL equipment, maintenance, and reagents are covered
by donor resources, i.e.Cambodia .

Several countries have completecdr are planning diagnostic network optimization (DNO) assessments in
ROP19 Burma , Cambodia , India, Kazakhstan ,and PNG). In ROP20, Burma will optimize use of its 32 VL
testing facilities operating with the use of 4 platforms, Abbott (#4), Biocentric (#3), Biomerieux (#1) and
GeneXpert (#24) to ensure 100% access to VL testingamong all PLHIV on ARTCambodia is discussingwith
the National HIV/AIDS Program the renewal of the VL testing platform contract in Jaruary 2021The aurrent
platform is an Abbott m2000. The Abbott Alinity systemwill be considered for the next contract.

Following DNO, India , in collaboration with the GF, will implement strategies to meet the clinical test

demand through differentiated approaches such as optimizing lab capacity utilization, introducing POC at
remote sites, integrating with the centralized lab network hub and spoke model, andDBSto increase
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